vealed erosions in the antrum and duodenum. Biopsy specimens obtained from the erosions showed eosinophilic infiltration in the muscularis mucosae and submucosa. Abdominal computed tomographic scans obtained immediately after the start of intravenous prednisolone depicted thickening in the wall of the small bowel; therefore, we performed small-bowel radiography, which showed multiple irregular ulcers and erosions in the jejunum and ileum (• " Fig. 1 ). Capsule endoscopy (• " Fig. 2) , as well as antegrade and retrograde double-balloon endoscopy (DBE) (• " Fig. 3 ), showed multiple sharply demarcated ulcers in the jejunum and ileum. After the oral administration of prednisolone for 3 months, capsule endoscopy revealed that the ulcers had healed (• " Fig. 4 ). The GI tract is involved in approximately 20 % to 50 % of patients with EGPA [1], and it has been suggested that small-bowel involvement in EGPA is a sign of a poor prognosis [2] . However, the radiographic and endoscopic findings of small-intestinal lesions in EGPA are still unclear, probably because most of the small-bowel lesions previously discussed have been in patients with GI tract perforation [3] . To date, only two cases of small-bowel lesions examined by capsule endoscopy or DBE have been reported [4, 5] . In those patients, multiple punched-out ulcers were found in the small intestine. In our patient, small-bowel radiography, in addition to capsule endoscopy and DBE, depicted irregular ulcers and small erosions. Our case suggests that small-bowel radiography and capsule endoscopy are convenient procedures for the diagnosis of small-bowel lesions in EGPA and the evaluation of their clinical course. 
